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Summary 
The aim of this session was to identify current issues and problems relating to risk factors for hand osteoarthritis (OA). The following 
important factors were discussed: 
• Genetics. 
• Age. 
• Gender. 
• Obesity. 
• HRT (hormone replacement herapy). 
• Physical activity/trauma. © 2000 OsteoArthritis Research Society International 
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Discussion points (3) 
GENETICS 
There is agreement that strong genetic predisposition 
exist for the development of hand osteoarthritis (OA). 
Most discussion focused around the following issues and (4) 
questions. 
(1) Gender heterogeneitF, in terms of possible different 
modes and mechanisms of inheritance which need to 
be considered in all gene discovery studies. If gender 
heterogeneity exists, power calculations may need to 
be gender-specific. 
(2) Phenotype differences: as gene effects may be 
specific to different pathologic pathways and target 
sites, consideration should be given to clear charac- 
terization and recording of data on all subjects 
recruited to genetic studies. Areas that need close 
attention include: AGE 
• recording nodes as well as radiographic changes, 
recognizing that they are not tightly correlated and 
may represent different mechanisms; 
• thumb base [first carpometacarpal (CMC) joint] may 
need to be treated distinctly from interphalangeal 
(IP) joints; 
• structural abnormalities (X-rays, nodes) should be 
the primary criteria for study entry, irrespective of 
the presence of symptoms; 
• osteophyte and joint space (JS) narrowing, although 
correlated, may represent different mechanisms. 
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Global scoring for analysis: combining individual 
scores for osteophyte presence and JS narrowing 
improves power and reduces risk of misclassification 
by converting, from dichotomous to semi-continuous 
traits. However, this may be at the expense of com- 
bining site-specific mechanisms. 
Age effects: careful consideration of age is needed for 
case definition. For example, involvement of two distal 
interphalangeal (DIP) joints in both hands of an 
80-year-old and a 40-year-old would have different 
implications in terms of defining generalized OA. 
Hand OA in an 80-year-old patient is most likely to be 
an age-related phenomenon, whereas OA in a 
younger patient suggests a genetic predisposition to 
generalized OA. 
Age is clearly a strong risk factor for OA at all joint sites, 
such that at certain sites (e.g. the spine) presence of OA is 
'normal' in extreme old age. It is possible that some risk 
factors may act by bringing development of OA forward 
rather than having specific mechanisms of causation or 
prevention. For example, in a population of 80-year-olds 
the effect of obesity may not be as apparent as in a 
population of 50-year-olds. 
GENDER 
Female gender results in predisposition to OA at all sites 
other than the hip. ~ The reasons for this increased risk 
remain unclear. Some risk factors may be gender-specific 
as well as site-specific. 
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OBESITY 
Obesity is a strong risk factor for development of knee 
OA in women, but its association with hand OA remains 
controversial. Several studies have shown no association 
of obesity with hand OA, particularly in the elderly. 2 How- 
ever, data from the Chingford study and the Michigan bone 
health study suggest that obesity may increase the risk 
of first CMC joint OA. Measurement of obesity in most 
OA studies is by ponderal index (height/weight squared). 
Inclusion of measures such as central adiposity, body 
composition and waist/hip ratio, high values of which 
associate particularly with cardiovascular isk, may better 
define the strength of this association. 
HORMONE REPLACEMENT THERAPY (HRT) 
HRT remains a likely protective risk factor based on 
cross-sectional and incidence studies for hip and knee OA. 
The data for hand OA are sparse but have suggested a 
similar effect. The mechanisms are unclear but suggest a 
potential role for hormonal therapies. 3
PHYSICAL ACTIVITY/TRAUMA 
Modest effects of activity and trauma on the prevalence 
and incidence of hand OA have been reported. There is 
only a slight increase in radiologic change in the dominant 
hand. These factors may be of more importance in the first 
CMC and metacarpophalangeal (MCP) joints, on which 
there are greater mechanical forces. 
During the discussion the following additional points 
were raised which may deserve further study. 
• Which is the better predictor of outcomes: symptoms or 
radiographic hanges? 
• Do symptoms or prevalence of disease plateau with old 
age? 
• Does the striking symmetry of all hand sites imply genetic 
or constitutional causes more than mechanical factors? 
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